A series of 155 cases of hepatic hydatid disease, occurring in 121 patients, were operated on at the Naval and Veterans Hospital of Athens. Ultrasonography and computerized axial tomography provided the preoperative diagnosis in 89 and 93 percent of the cases respectively in recent years. Thirty one percent of the cases presented with complications, the commonest of these being infection of the cyst (10 percent) and rupture of the cyst into the bile ducts (17 percent). Total cystectomy was performed in three cases and removal of the endocyst with its content in the remaining 152. The remaining cavity was either externally drained (57 cases), or filled with omentum (omentoplasty-95 cases). External fistula and infection of the residual cavity occurred in 32 and 56 percent after simple drainage and in 4 and 2 percent respectively after omentoplasty. Differences are statistically significant (p < 0.001). Hospitalization was also significantly longer after drainage than after omentoplasty (p < 0.01).
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Obstructive jaundice after intrabiliary rupture of the cyst was more successfully managed after additional choledochoduodenostomy than after simple drainage of the common bile duct. Intrapericoneal recurrence of hydatid disease occurred in two cases. Recurrent cholangitis and obstructive jaundice due to residual daughter cysts in the common bile duct occurred mainly after T-tube drainage of the common bile duct rather than after choledochoduodenostomy. This was attributed to newly discharged cystic material in the biliary tree, rather than to overlooked daughter cysts in the common bile duct, which in any case, was checked by means of a peroperative cholangiogram and in some cases by peroperative choledochoscopy. The treatment of intrhbiliary rupture of hydatid cyst is discussed in detail elsewhere. Complicated hydatid liver disease is present in almost one third of the cases. The main complications are infection and rupture of the cyst into either the biliary tree, the peritoneal cavity or the lungs. The respective reported incidences for these complications are 8-12, 6-17, 3-11 and 2-4 percent'8'1-3'6'7, similar to the findings in the present series. Infection of the cyst is transmitted through communications with bile ducts, as a result of erosion by the growing cyst'17. Rupture of the cyst into the biliary tree results in obstructive jaundice usually associated with 581 cholangitis"' 1,12,17-19. Dealing with the residual cavity after removal of the endocyst is a matter of controversy. As it has been previously shown by others8'2'7, omentoplasty offers better results as compared to simple external drainage, regarding infection of the residual cavity and external bile fistula. These findings were confirmed by the results of the present comparative study. Also, simple drainage resulted in significantly longer hospitalization than omentoplasty and 18 percent of the patients with simple drainage left the hospital with a discharging fistula.
The performance of either capsulorrhaphy9, or a closed external drainage has been alternatively suggested. Most of those with T-tube drainage of the common bile duct alone for the treatment of obstructive jaundice presented with recurrent jaundice, while only one did so following choledochoduodenostomy. Furthermore three patients, who had undergone simple T-tube drainage of the common bile duct presented with recurrent external bile fistula as a result of daughter cysts remaining in the common bile duct. We believe, that for patients with liver hydatid cyst ruptured into the biliary tree, omentoplasty of the cyst, cholecystectomy and cholodochoduodenostomy prevent recurrent jaundice and external bile leak, by ensuring unobstructed bile flow to the duodenum. Recently, permanent drainage of the common bile duct can be achieved by endoscopic sphincterotomy, when indicated22.
The incidence of recurrent hepatic hydatid cyst is not well known. Percentages of 5 to 12 have been reported, but some series include cases with intrabdominal recurrence attributed to spillage2'9''13'5. The respective percentage in the present study was as high as 24 percent. In addition, four of our patients presented with further intrahepatic recurrence. Intrahepatic recurrence of hydatid disease could be attributed either to new formation of cysts in patients living in endemic areas or to failure to detect preexisting intrahepatic small cysts during the initial operation. Also dissemination of scolices through the biliary tree and implantation elsewhere in the liver cannot be excluded as an alternative explanation .Web elieve that the high recurrence rate in the present series is the result of new intrahepatic formation of cysts, rather than of overlooked small cysts at first place. Increased rate of recurrence is proportional to the length of follow-up 2 and may be also attributed to the use of more sophisticated diagnostic tools in recent days5. treatment of hydatid disease of the liver. It is a retrospective review and makes it difficult therefore to draw comparisons between treatment options described, but the information provided is useful to those who may encounter this disease in their practice. The conclusions, however, need to be critically examined in the light of other information available in the literature.
The authors' approach is generally conservative, avoiding complete cystic excision, or major hepatic resection, and they have a respectably low operative mortality. I agree with this general approach, however, am surprised at the high recurrence rate (27%) of intrahepatic and peritoneal disease, as well as persistent jaundice and cholangitis due to "newly discharged cystic material into the biliary tree". These findings suggest that the technique described has not succeeded in completely removing all of the livering parasite. This technique therefore, should be re-examined. Our own practice includes using protective plastic sheeting to avoid spill into the peritoneal cavity and using this technique we have seen no peritoneal recurrences. Our management of the cavity itself does not rely on scolicidal irrigations, but rather on meticulous mechanical removal of the living parasite including all fluid, cyst lining, daughter cysts, and scolices by suction, sponges, and curettage. Only when all this material has been removed is scolicidal fluid used in the cavity to treat any residual invisible scolices. Our recurrence rate and that reported by others in the literature is less than 10%
The authors correctly observe that external drainage seems to be associated with a higher incidence of infection. Whether omentoplasty is responsible for lowering the infection rate in those not drained is not proven by the data they have presented. We also have observed a lower infection rate when drains are omitted, without the necessity of using omentoplasty3.
Finally, the authors correctly identify the common occurrence of biliary communications with or without cholangitis and jaundice. It has been well shown that biliary obstruction from cyst material can be managed by ERCP and papillotomy prior to operation for the cyst disease itself4, and this approach should be emphasized rather than either common duct exploration or choledochoduodenoscopy.
